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On 11/6/2047, the Depastment of Healih recelvet
nofics of Clent 5 ' 5 desth.

The insident report revealsd that on o9r1/2007,
Client #1 was hospilslized for repeatedieplsades)
of emesis. The cllent remained In the Rospital
undil her demise on 11/6/2007,

Due o the naturs of s Incident, an onsie
Investigation was inltlatad on 11/5/2007,
Although there was no svidence that the facility _ , |
a8 negligent in the death of this dientjncident : |
findings revealed the facility wes out of - |
compliance with standerd level requiremants.
The deficiencies Identified in this reportiwena |
besed en nursing staff intesviews, serior - _ ‘

management interviews and record raviews. The
findings were also based on review of clinleal and
medical records as well a review of the lmusuai' :

Incident reports.
W 159 483,430(a) QUALIFIED MENTAL wiss|
RETARDATION PROFESSIONAL ‘,‘ Wiso
E‘?.f“ c%::;rs ackive ﬁreatmdem program g{ust be :
intearated, coordinated and mo o b ' This Standard will be met as
qualified menta! retardaiion professionat I'. evidenced by:
' 12‘2"01
This STANDARD s rot met as evidenced by: ' Reference response to W322. NGt

Based on steff imteriew and record reyldw, the |
facifily * s Qualifisd Mental Retardation -
Professional (QURP) fallsd t ensure the
Caardination of sendce ko manags the Tollew-up off
medieal rmcommendailions, _
Thae finding includes:

The: facility ' s QMRP failed fo ensure Hhat all

medical recammendations were reviewsH and l
assessed by the primary care physician # ensure
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&r Safegvalde provide sufficl=m prateciion 5o the patients. (Sea hmwu#',') IEXCep? fIP pursiig fiomes, the findings ghove are disciosable 50 days
owing the date of survey whether or oot 2 plan of enrrastion Iaimiﬂad. or §ursing liermus, the abave findings zng plans of correction ars diadlaaple 14
s following [he tiata these documents are vado avaiiable ks fariiy, W deficlenclas nre eled, 2n sppraved plan of comaelion Js noduisits b continued
grom particlpation,
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the he]:aith and safety of 5 residents. [Referance
Wiz )
W 322 | 4B3.460(a){(3) PHYSICIAN SERVICES' W az2
The facililty must provide or obiain previsntive and I o,
general medical care. | W322
" This Standard will be met as ,
This STANDARD s not met as evidented by: . evidenced by:
Baged on staff inferview and record review the )
facility fsiled to ensure a cient recaived e RN will review information and
proper fluld [take and fuiled to ronftona client* & ' provide additional staff training as
elimiration as recommended. : needed
The finding includes; ' )
Clhent #1 ' s Annual Medical Evaluation Hsted : .
/2008 recommended that the faeilly fonitor Nursing/Management staff have
this client for constipation and recommdnded thay - been directed to locate purged 1224+
this cflapt fluid intake be monitored to piavant ) pecords to support documentati
hypernztremia and dehydration due 1o Her i Ppo. ftation
frequent vamiting and ather gastrie complizations) ~Prior to April 2007,
The tagility * s nurse was Interviewed om11/9/07' |
al 1:235pm and she verified that this cllegt ' s RN will continue to conduct rout;
record reflects that she was hospitalized seven  file audits and reviews, ch eck e
ﬁmesWﬂihaPaSiYaarmrtﬁﬂemgm ' - do tati d provi
complications surmoitnding her frequent emesis. A - Goctmentation and provide follow-
review of the medleal vecords presented st tha ' Up as needed to address
Hime of survey ravesied that hore of herifiuld . concerns/issues as they arise,
ini2kes were being monttored and recorfied as
recommended. [n addition, the only bows) —
movement records on file at the time of Survey
wemn gated 42007 and ©/2007. There whs no
evidence that any documeanimtion was kept and
menitared gver the other ten menths of the past
certification year despite the prirrary cards
physician ' 8 recommendations. |
W 331 | 483.460(c) NURSING SERVICES W 331 |
The facllity must provide clients with nurding
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sarvices in accordance with thelr neads.
| This STANDARD s not met as evideried by: w331
Based o staff interview and record redisw the \
facily ' & nursing staff failad to ensira the review
and assessment of a consutting physiclan ' s i This Standard will be met as .
recommentdation for a-change in featment: evidenced by:
The finding Includes: |
(3] ] it . . . .
mﬁpﬁoﬁfmgig &ﬂzﬁzgz m’ RN will review client #1°s record. -
disgnnsed with (astihs. This cllent was ' )
hosp?taglggld fhmee Il[rmes eafier in thg_ t;'ugzu- for RN will address nursing staff and the
oiher gastric complications as well. Tha attending failure to document follow-
physician for the 8/4 hospital visit recordmended “hospital documengtign/zw wponall
that Client #1 be provided &  Phenemgn ; .
suppository for nauses before raeaks . This ' i . .
lfeecnommendation was msda as part of the ' RN will continue to conduct routine 22007
discharga trﬂ?l:mlz}:‘: plan && a means of file audits and reviews, check V
maraging this ¢ *.& gasiric complicalions ‘ 5 _ :
(emesis). The faclity’s nurse was interviewed on : doc:n:ntatmn and follow-up as
11/69/07 at 1:40pm and she indicated the unly [eece —
time Client #1 receivad her Phenargen freattment
vras after she began 1o regurgiaiz her foad. A
review of the: records on hand at the tme of
survey failed 1o resoivis any situzation whisre this
recommeandation had i&fther been implethented,
assessed by the primary care orruled out as
being & course of troatment. The faciiy's nursing |
staff falled t ensure this recomraendafisn was
passed on to the primasy care physiciannd
assessed against her raatment meeds,
J . : : ,
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On 11/8i2007, the Departerent of Healllt recaiva) -
natice of Resident #1 * s death.
The incldent report nevealed that on 2/21/2007,
. Resident #1 was hospitalized for repedied
episodes of emesis. Tha rasidort remsined in
the haspite! urdil her-demise on 11/6/2607.
Due to the nature of thiz lteident, an or-site
investigation was infiated on 11/2/2007.
Although the facllity wes found.nat 1o b& negligerit v.
in the death of this resident, incidents! findings 1379
revealed the focility was out of compliatice with 3519.10
standard level requirements a3 cited bellow, SR
The deficiancies ideégriﬁed in this reporbwere ' This Statute will be met as
based on nursing steif inferviews, senldr evid .
management il}lf.emem and recardofmvtamdn The evidenced by lZ'RW
findings were also based an review of dinical ang . X y
medieg| records as well a review of the vmususl | 1. QMRP will review all WF“’{
tncidsat reports. ‘ hospitalizations for client #1 and ,
' - forward outstanding investigations as
| a79{ 3519.10 EMERGENCIES (379 needed. _
I addition 1o the reperting requirement In 3519.5 L
each GHMRP shafl notity the Departmeht of . 2. Reference response to #1.
Hesith, Mealth Facifities Divii]sian of zny um;;
unusual Inejdent or event which substaritla . QMRP will contiiue to file all
Irterieres with a resident * s health, welfse, living) a i?mident reports and conduct
arrangement, wall being or in any ctherway - 1 Ieports .
places ihe resldent at isk. Such nofificalSan shal: ' Investigations immediately to ensure
be made by tetephone Immedistaly andwshall be - that the timelines are adhered to,
followed. up by writter nofification within Additionally, QMRP will maintain
twenty-our (24) hours or tre next work day. verification on file to support that
invest-igaiions_were.—investigated and
- sent as stipulated in'the regulation.
This Statute Is hot met as evidenced by —_— T .
Based on staff interview and record reviewr the
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faeliity filed fo ensure the proper notfisation ant
investigation of @ resident * s hospiiiation as
required by this smeljon,

The finding mcludes:

1. Resident #1 was hospitalized on 15/28/2008,
4/13/2006 and again an $/21/2007 for various
gastric complicatiens. The &xlllty * = ntirse was
interviewed on 11/08/07 at 1:33 pm ared she
verified thet this resident was hospitaliad on the
dates presented abova. The faciliy ' s residentld
dtirector war interviemmed on 11/416/200¥ at
approximately 11:05am and she presanted oA te-
incidant reports thatwere on file at that fime,
There was no evidensa op file or presdnted at the
time of aurvey to subslaniiate that thege
hospitalizetlons were investigated as sfipulated ih
this ragulation.

2. Resident® was hospitalized on 819/2007,
8/22/2007, $/4/2007, 9/20/2007, and againon
8/21/2007 for varlaus gasiric complications. The:
facillly " 5 nurse was intetviewed on 11/02/07 at
1:35pm and she verifled that this resident was
hospitalized on the dates presented attve, The
Tacilily ' s residertial director was interewad on
11/10£2007 &t approsdmately 11:102m &nd she -
presentad all the investigative reperks that were -
aon file at that time. A second set of ivestigations
wale submilled to the state agency on
111872007 and nehe of the aboye
hosphtallzations wers inclided in the s&t of
invesiigations that weee received, Therg was o'
evidsnce on file or presented at4he Hms of
survay to substartiate thaf these hespitalizations)
wens hvestigabed as stipulated in this regutation.

-ealth Reduiation Afminieiation

STATE FORM GRGE. 7Joe

§00 INHRJOTIAHA "TVIIAIATANI

M-eontiisaten oheet £ of 2

€646 T68 202 XVd S7:ZT LO0OZ/0T/2T




	1
	2
	3
	4
	5

